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A B S T R A C T
Objectives: Currently maternity care organisation is developing worldwide. Therefore insight in the position of
the midwife is important. The 'Midwife Proﬁling Questionnaire′ (MidProQ) measures women’s preferred peri-
natal care professional and their knowledge of midwives’ legal competences. MidProQ is based on the European
legal framework and was tested in a pilot study. This study aims to determine its content and face validity.
Study design.: A two-phase validation study with a Delphi method questioning content experts (n= 10) on items
relevance and clarity as well as its scale and face validity. Further semi-structured interviews were performed
with lay experts (n= 10) to evaluate the questionnaire’s clarity, layout, phrasing and wording.
Results: After round one, most questions (42/47) were considered content valid for relevance and clarity (Item
Content Validity Index 0.80–1.00). Scale (Scale Content Validity Index 0.92) and face validity (Face Validity
Index 0.89) of the entire instrument was obtained. Five questions were revised until item content (0.83–1.00),
scale content (0.92) and face validity (1.00) were appropriate. Lay experts’ suggestions for improving the
readability and usability were taken into account.
Conclusions: We developed a valid instrument to elicit women’s preferred health professional for uncomplicated
pregnancy, labour and childbirth and to determine their knowledge about midwives’ legal competences. Our
instrument can be valuable in identifying knowledge gaps and improving the knowledge of the general popu-
lation about the midwifery profession and maternity care. Finally, the MidProQ may improve research in the
domain of maternity care culture, scale up midwifery and facilitate a more women-centred care.
Introduction
The contribution of midwifery in the public healthcare ﬁeld has
gained international attention [1]. A recent systematic review demon-
strates the positive outcomes and cost containment of the so-called
midwife-led care model, in which the midwife is the lead professional in
the planning, organisation and delivery of care given to a woman from
initial booking to the postnatal period [2]. Midwife-led care is based on
the belief of normality in childbirth, advocating continuity, autonomy
and building relationships with mothers [3], and can therefore play a
central role in women-centred care. Care by midwives has been found
to be cost-eﬀective, aﬀordable and sustainable [4]. Hence, national
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governments should invest in deploying midwives and national health
plans need to include a strategy to scale up midwifery.
Although young women and their partners are the prospective users of
maternity services, there is still little research on their preferences in,
knowledge of [5], and opinions on [6] midwifery and maternity services.
In a recent study, for example, women reported considerable uncertainty
and a lack of information about provider options, thus revealing sub-
stantial knowledge deﬁcits in this area [7]. It has been internationally
acknowledged that women’s choices in maternity services are aﬀected by
the organisation of care [8], care provider inﬂuence [9], culturally em-
bedded habits [10] and psychosocial and demographic factors [11]. This
means that the decisions of prospective users of maternity services may be
inﬂuenced in several ways. In accordance with the current shift towards
women-centred care, women's preferences with regard to maternity ser-
vices have become increasingly interesting for policy-makers [10]. Un-
derstanding women’s preferences and their knowledge about midwives’
competences can help midwifery organisations, women’s groups and
policy-makers understand maternity care culture and encourage a tran-
sition to more women-centred care.
In the Belgian context, such information is crucial, especially in the
light of the structural changes in maternity services that have recently
been initiated by health authorities [12,13]. These changes focus on
shortening hospital length of stay in postnatal care [13], the develop-
ment of primary maternity care services [13,14] and a shift to the
midwife-led care model [14]. Internationally, maternity care typically
consists of a medical model of care with varying levels of midwifery
input [15], and is usually not able to provide the same midwife
throughout [2]. As changes in maternity care culture are initiated by
concrete structural changes [16] those changes will impact the role of
health professionals (HP) in maternity services as well as women’s
views on their roles, and it has the potential to facilitate woman-centred
care. Today, the obstetrician is the main HP in maternity care in Bel-
gium [17]. The medical model of care is responsible for the fact that
obstetricians are regarded as the central perinatal care professional
[18], whereas midwives remain unknown until the day of birth [19]. As
the organisation of care has an impact on women’s preferences [8,10],
it is safe to assume that it might also aﬀect their knowledge of mid-
wives’ and other HP’s in maternity services’ legal competences. Insight
into women’s preferences and knowledge about the legal competences
of midwives can help to understand maternity care culture. This has
become important since the shift toward home care with a more central
role for the midwife in Belgium. Although one qualitative study in
Flanders, Belgium [20] and one observational study from the Brussels
metropolitan region, Belgium [21] have been conducted on this topic,
further research is needed to uncover trends in women’s opinions,
preferences and knowledge across time, regions and healthcare sys-
tems. To ensure comparability in such endeavours, however, one and
the same questionnaire should be used. Because no such instruments
were available, we recently developed and employed the 'Midwife
Proﬁling Questionnaire' (MidProQ version I) [21]. The MidProQ de-
termines women’s preferred HP for uncomplicated pregnancy, labour
and childbirth, and assesses their knowledge of midwives’ legal com-
petences. Note that labour is deﬁned as ‘the process of giving birth’ and
childbirth as ‘the act of giving birth’ [22]. From our pilot study it was
concluded that for Brussels women, obstetricians (88%) were preferred
over midwives (68%) for care during labour and childbirth, only one in
ﬁve of the respondents considered midwives to play a central role in the
care for an uncomplicated pregnancy. Knowledge on the legal compe-
tences of the midwives varied widely, least known were competences
related to the medical autonomy of the midwife.
The aim of present study was to optimize the Midwife Proﬁling
Questionnaire [21] through a validation study.
Methods
Description of MidProQ questionnaire
Development of the MidProQ version I
The instrument was developed in three steps, as suggested by
Zamanzadeh et al. [23]: (1) we identiﬁed the content domain through a
comprehensive literature review, (2) we generated the instrument
items, and (3) we constructed the entire instrument. The MidProQ
version I was based on Belgian legislation on midwives’ responsibilities
[24] as well as European legislation [25], ensuring a frame of reference
within a European context. Furthermore, six midwives with a clinical or
educational work experience of minimum ﬁve years were asked to re-
view the questionnaire, as is also recommended in research literature
[26]. No ambiguity was expressed, and only minor changes were made
to improve the readability of the instrument. The MidProQ version I
was piloted in 2014 and 2015 with women in their reproductive age,
living in the Brussels metropolitan region (n= 830) [21].
Optimisation of the MidProQ version I
To expand our scope from Brussels to Flanders, the MidProQ version
I was optimised after the pilot study in April 2016. The changes in-
cluded adding a short glossary of medical terms, turning one speciﬁc
question on preferences into a single answer question, adding a ques-
tion on preferences in pregnancy, and deleting a question that mea-
sured participants’ expectations rather than their knowledge or pre-
ferences. This revision resulted in the MidProQ version II, consisting of
three components with a total of 47 closed-ended questions:
Component 1: ‘Preferences’; three questions that measure women’s
preferences for the HP to follow up on an uncomplicated labour and
childbirth.
Component 2: ‘Knowledge’; 41 questions determining women’s’
knowledge of midwives’ legal competences during pregnancy, la-
bour and childbirth.
Component 3: ’Opinion’; three questions to explore women’s opi-
nions on the central HP for an uncomplicated pregnancy.
Design
A two-phase validation study with
- a Delphi method with content experts, and
- semi-structured face-to-face interviews with lay experts.
Content experts are professionals with research or work experience
in the ﬁeld of interest, while lay experts are potential research subjects
[23], ensuring that the population from whom the instrument is being
developed is represented. To incorporate the content experts in this
study, a Delphi method was chosen. As stressed by Keeney and col-
leagues this is an important method for achieving consensus on issues
where no previously existed. The Delphi method is a structured process
that gathers information in a series of rounds which are continued until
consensus is reached [27]. For the involvement of lay experts, semi-
structured interviews were conducted. This gives the lay experts the
opportunity to evaluate the questions in terms of clarity, phrasing and
wording and to make suggestions [28]. Through the interviews, the lay
experts may express the need for construct reﬁnement and increase the
likelihood that items are valid for their intended purpose [29] (Fig. 1).
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Participants
Phase one: content experts
A panel of experts was asked to evaluate the content of the new
instrument [26]. In validation studies, at least three and maximum ten
content experts are usually recommended [28]. In our study we strived
for a participation of ten content experts [23], who were all recruited
because of their work experience and/or expertise as a midwife [28] in
one of the speciﬁc domains described in the professional and compe-
tency proﬁle of Belgian midwives [30]. Maximum variation sampling
was used, meaning that experts from all midwifery domains were re-
cruited. Additionally, we aimed to include one obstetrician.
Participation of the experts was voluntary. Potential content experts
were invited by e-mail in October 2016. The invitation included in-
formation about the study, an informed consent form and a link to the
survey site.
Phase two: Lay experts
Inclusion criteria for lay experts were; women in their reproductive
age (15–44 years of age), native Dutch speakers, without a medical
background, nulli-, primi- or multipara, from all levels of education (i.e.
primary, secondary and tertiary education level). As such, they share
the characteristics of the potential subjects under study. Other potential
users of maternity services such as partners and youngsters were ex-
cluded from this study. We strived for a participation of lay experts
until data saturation would be achieved, meaning that no new themes
emerged from the semi-structured interviews.
Potential candidates were randomly approached by a researcher
[LQ] in public places (i.e. a high-school cafeteria, a bus station, a
shopping mall) in the city of Ghent, Belgium's third largest munici-
pality, in December 2016. They were informed about this study and
were invited to participate. If they were likely to do so, they were asked
to read the information letter and give their consent. As recommended,
additional socio-demographic information was gathered [28].
Evaluating content and face validity
To draw any conclusions about the quality of the scale, information
about the content and face validity of a measurement is required [31].
Since content validity, deﬁned as ‘the degree to which an instrument
has an appropriate sample of items for the construct being measured’
[26] is a prerequisite for other (construct and criterion-related) validity,
it should be the highest priority [23]. Face validity indicates that the
instrument appears to be valid ‘on its face’ [28]. It refers to whether the
designed instrument is apparently related to the construct underlying
the study, whether participants agree with the items and wording used
to realise the research objectives. Face validity does not consider what
is measured but instead focuses on the appearance of the instrument
[23]. Nevertheless, it is a desirable quality for any instrument since it
increases acceptance by potential users [32].
Both content and face validity are obtained when the content ex-
perts and subjects under study recognise that the instrument is suitable
for measuring pertinent attributes.
Data collection
Phase one: evaluation of content and face validity by content experts
The Delphi study involved a survey with a brief introduction, ele-
ment deﬁnitions, contact information, instructions and scoring me-
chanisms. The ﬁrst section elicited demographic and professional in-
formation, while the second section gathered feedback on the relevance
and clarity of the items in terms of content and face validity. During this
evaluation, the experts used a Likert-type rating scale. Using at least
ﬁve experts and a 4-level, Likert-type scale has been argued to over-
come the limitations of the proportion agreement procedure, because a
neutral and ambivalent midpoint is avoided [33].
We were able to quantitatively measure content validity by estab-
lishing what proportion of experts agreed on the relevance and clarity
of the items [34]. An item’s clarity was evaluated on how clearly it was
formulated, while its relevance refers to how relevant it seemed for the
research objectives. As suggested by Zamanzadeh et al., responses in-
cluded a rating of 1= not relevant/not clear, 2= somewhat relevant/
somewhat clear, 3= quite relevant/quite clear, 4= very relevant/very
clear [35]. As recommended, experts assessed clarity and relevance
consecutively on the same scale, encouraging them to evaluate each
item completely [28].
For face validity, the content experts indicated whether items were
appropriately formulated to realise the research objectives [23]. The
statement ‘The instrument realises the research objectives’, could be rated
1= strongly disagree, 2=disagree, 3=agree, 4= strongly agree.
Moreover, the experts could comment and suggest additional items.
Because of the iteration process inherent in the Delphi technique,
the responses of individual panel members were only known to one
researcher [LQ] and remained unknown to the other participants. The
researcher in question was thus able to follow up and encourage non-
responders, as has been suggested in previous research [27]. To the
other researchers, all information was de-identiﬁed during the analysis
and in the ﬁnal reports and was stored on a secured server at Erasmus
University College Brussels and in a locked ﬁling cabinet.
As the validation process is iterative and uses carefully controlled
feedback to progressively seek consensus, ideas are usually generated in
the ﬁrst round, in which experts may draw on existing information and
put forward additional ideas. In our study, these ideas were fed back to
the experts in the subsequent rounds, in which the emphasis was more
on reducing the number of items to an agreed cut-oﬀ point [36].
Phase two: evaluation of face validity by lay experts
In the second phase of this validation study, after an appropriate
content validity and face validity of the questionnaire was obtained by
content experts, lay experts were asked to evaluate the questionnaire in
terms of clarity, layout, phrasing and wording. The interviews were
semi-structured, an interview guide with open-ended questions was
used. The researcher [LQ] elicited further explanations if necessary and
was vigilant for any non-verbal cues.
Recruitment 
of content experts (n=16) 
Online evaluation 
of content and face validity 
by content experts (n=10)
Appropriate content and face 
validity reached 
Recruitment of lay experts 
(n=18)
Feedback to 
seek consensus 
(Delphi survey)
Phase one
Phase two
Semi-structured interviews 
with lay experts (n=10) 
to evaluate clarity, layout, 
wording and give suggestions
Fig. 1. Flowchart of recruitment of participants and data collection.
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Data analysis
Phase one: evaluation of the content and face validity by the content expert
panel
Two content validity indices (CVIs) were computed: the content
validity of individual items and that of the overall scale [35].
There is a general consensus on how the item-level CVI, also re-
ferred to as the I-CVI, can be determined [31]. To obtain a CVI for the
relevance and clarity of each item (I-CVI), the number of experts jud-
ging it as relevant or clear (rating 3 or 4) is divided by the total numbers
of experts. I-CVI expresses the degree of consensus with a value be-
tween 0 and 1.00. In our study, these values were interpreted as fol-
lows: if the I-CVI was higher than 0.79, the item was deemed appro-
priate, and if it was between 0.70 and 0.79 it would need revision, in
which case it was adjusted based on the content experts’ advice and
then included in a following Delphi round. If the I-CVI was below 0.70,
the item would have to be eliminated [23].
The second CVI, scale-level CVI (S-CVI), can be deﬁned as the
proportion of total items deemed to have content validity [33]. In line
with Polit et al., the S-CVI was calculated using the ‘average proportion
of items rated as 3 or 4 across the various judges’ (hereafter referred to
as S-CVI/Ave). It has been suggested that the S-CVI/Ave should be
conceptualised as the average I-CVI value, because this value focuses on
average item quality rather than average performance by the experts
[31]. As research literature indicates [31], the S-CVI/Ave should be
≥0.90 to reﬂect the content validity of the entire scale.
Besides the CVI, the face validity index was also computed. The
number of content experts who ‘agreed’ or ‘strongly agreed’ (i.e. rating
3 or 4) to the statement ‘The instrument realises the research objectives’
was divided by the total number of experts. As suggested by Amondela
et al. [37] a face validity index of≥0.80 shows that the instrument has
face validity.
To determine face validity, researchers need to use expert view-
points [35]. Typically, content analysis techniques are used to identify
the major themes generated by the initial unstructured questionnaire
[38]. In our case, the content experts’ written suggestions were ana-
lysed by two researchers [JV and LQ], using a thematic content analysis
approach. The suggestions were coded into recurrent or common
themes as suggested in research literature [39].
Phase two: Evaluation of face validity by lay experts
The transcripts of the interviews with lay experts were analysed and
recurrent themes were identiﬁed until no new themes emerged. Data
saturation and themes were conﬁrmed among the interviewer [LQ] and
a second investigator [JV].
Results
Phase one: Evaluation of content and face validity by content experts
Characteristics of the content experts
From the 16 invited content experts, 10 experts agreed to partici-
pate in the validation process. Maximum variation sampling was ex-
erted as deﬁned in the professional and competency proﬁle of Belgian
midwives, meaning the inclusion of experts from professional organi-
sations/regulatory body (n=3), research (n=3), management
(n= 3), primary care (n=3), clinical midwifery (n= 4) and education
(n= 4). Seven experts combined two domains of expertise, with the
combination of research and education as the most common one
(n= 3). One obstetrician holding a PhD also agreed to participate
(Table 1).
Item Content Validity Index I-CVI (Relevance and clarity)
The ﬁrst round revealed that three questions related to the com-
ponent ‘Knowledge’ needed to be revised (I-CVI between 0.70 and
0.79). These were then submitted to an additional content expert
round. Of the three questions, two did not get an appropriate score for I-
CVI Clarity (both I-CVI clarity 0.70; questions ‘Know2.1.’ and
‘Know3.1.’) and one did not reach the cut-oﬀ point for relevance (I-CVI
0.70; question ‘Know2.19.’). As suggested by Zamanzadeh et al. [23],
two other questions, also related to the component ‘Knowledge’, had to
be eliminated (I-CVI < 0.70; questions ‘Know1.’ and ‘Know2.7.’).
However, as these questions obtained an appropriate score for re-
levance (I-CVI 0.90), they were modiﬁed according to the experts’ re-
commendations and included in the second Delphi round as well. All
questions from the components ‘Preferences’ (n= 3) and ‘Opinion’
(n= 3), had I-CVIs above the cut-oﬀ point for relevance (0.80–0.89)
and clarity (0.80–1.00), thereby conﬁrming the content validity of the
questions related to these two components (Table 2).
In the second round, six of the ten content experts agreed to parti-
cipate. An acceptable variation sampling was still achieved, and experts
from professional organisations (n=2), research (n= 2), management
(n= 2), primary care (n=3), clinical midwifery (n= 2) and education
(n= 3) were still represented. At this point, the obstetrician also
withdrew (See Table 1).
The ﬁve optimised questions related to the component ‘Knowledge’,
were modiﬁed according to the content experts’ suggestions. Questions
with an initial I-CVI for clarity between 0.70–0.79 and< 0.70 obtained
1.00 in the second round, and the question with an I-CVI of 0.70 for
relevance now obtained 0.83. It is safe to conclude that the MidProQ
version II achieved an acceptable content validity after two rounds (See
Table 3).
Table 1
Area of expertise of the content experts.
Content expert ID Area of expertise
Professional organisations-Regulatory body Researcher Management Primary care Clinical midwifery Education Obstetrician
1 X X
2* X*
3* X*
4 X X X X
5 X X
6 X X
7* X* X*
8* X* X* X*
9 X X X
10 X
* Dropped out for the second Delphi round.
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Scale Content Validity Index S-CVI/Ave (Relevance and clarity)
The S-CVI/Ave, determining the ‘average proportion of items rated
as 3 (quite relevant/quite clear) or 4 (very relevant/very clear) across
the various judges’, was 0.92. As a S-CVI/Ave of at least 0.90 is needed
for content validity, we can conclude that the entire MidProQ version II
has the required content validity [31]. Although the amendments made
after the results of the Delphi of round one, the S-CVI/Ave remained
appropriate; 0.92 thus conﬁrming content validity of the entire in-
strument.
Face validity index (‘Does the instrument realise the research objectives?’)
To conﬁrm face validity, the content experts were asked to indicate
whether they felt that the items and wording of the questionnaire
would allow the research objectives to be realised. After the ﬁrst round,
face validity was obtained, with a rating of 0.89. However, the
amendments that were made in response to round one could have in-
ﬂuenced the initial face validity calculation. As a result, content experts
had to evaluate the MidProQ version II on its face validity again in the
second round, at which point all content experts (n= 6) conﬁrmed that
the MidProQ version II contributes to the research objectives, resulting
in a face validity score of 1.00 (Table 4).
Suggestions from the content experts
Content experts could comment and suggest new items to be added.
From a thematic content analysis of the suggestions, two themes
emerged: wording and content.
Most suggestions were related to the wording of the questions.
Although the remarks considered questions with an acceptable I-CVI for
clarity> 0.70 and I-CVI for relevance>0.70, the suggestions were
discussed among the researchers [JV, LQ and KB]. As soon as a con-
sensus had been reached, the amendments (i.e. reformulations and
additional explanations of medical terms) were included in the second
Delphi round. In this round, all amended questions scored between
0.83–1.00 I-CVI for clarity and 0.83–1.00 I-CVI for relevance, meaning
that the instrument had content validity at this point.
Another recurring theme in the suggestions was content. The con-
tent of the MidProQ was perceived as medical and task-focused and
some content experts stressed the need to include additional midwifery
competences. As a result, two additional questions were included after
round one, both of which involved the component ‘Knowledge’: the ﬁrst
dealt with determining the position of the baby (Question
‘Knowl2.21.added’) and the second with resuscitating the mother
(Question ‘Knowl4.19.added’). Both added questions were considered
as content valid in the second round, as the I-CVI for clarity and re-
levance was 1.00 for the ﬁrst question and 0.83 for the second (See
Table 3).
Phase two: evaluation of face validity by lay experts
Characteristics of the lay experts
Eighteen women were invited to participate, six of which refused
due to a lack of time and two of which did not meet the inclusion
criteria (i.e. one was not suﬃciently proﬁcient in Dutch and another
was not between 15 and 44 years of age). In total, ten women agreed to
participate, representing an adequate sample of the subjects under
study. After ten interviews, data saturation was achieved as no new
themes emerged from the semi-structured interviews (Table 5).
Evaluation from the lay experts
An analysis of the semi-structured interviews with the lay experts
demonstrated that some questions in the MidProQ version II were seen
as complex and long (this was more prominent in nullipara). Some lay
experts also found it confusing that there was no ‘I don’t know’ option.
Furthermore, not all mentioned HP’s were considered relevant for the
aims of the study, especially the physiotherapist and the general prac-
titioner. These results were discussed among the researchers, and someTa
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amendments were made due to some persistent remarks from our target
group.
To improve the readability and usability of the instrument, we
shortened the text on the introduction page as well as any questions
that were evaluated as too long or complex. Keywords were highlighted
in the questions and an ‘I don’t know’ answer option was added.
Discussion
It is increasingly recognised that users of maternity services views
and preferences should be taken into account in the provision of
healthcare [40]. To achieve optimal women-centred care, insight into
women’s preferences is essential [10]. The aim of this study was to
determine the content and face validity of the MidProQ version II, a
questionnaire to determine women’s preferred HP for an uncomplicated
pregnancy, labour and childbirth and their knowledge about midwives’
legal competences. Our instrument achieved content and face validity
after two Delphi rounds, which is in line with the two to four rounds
usually required as described by Keeney et al. [27].
One of the content experts’ critical remarks was that the instrument
is rather task-focused. We acknowledge that the practice of midwifery
includes a wide range of competences, as deﬁned by the International
Confederation of Midwives [41]. However, we chose to restrict the
questionnaire to the legal framework of midwives’ responsibilities in
Belgium and Europe, as this would contribute to its validity. Never-
theless, we agree that investigating women’s knowledge about a
broader range of midwifery competences is warranted. All suggestions
given by the experts were thoroughly discussed among the researchers,
with a clear focus on the research objectives. Two additional questions
were added and both scored appropriately for clarity and relevance.
Some suggestions related to psychosocial support and information were
not included, as these themes were already suﬃciently covered. In
accordance with the comments from the lay experts, we decided that
expanding the questionnaire would be undesirable.
We observed adverse opinions from both the content and lay experts
with regard to the desirability to include the physiotherapist and gen-
eral practitioner into the instrument. Although as both the phy-
siotherapist [42] and the general practitioner [17] are legally compe-
tent in the ﬁeld of pregnancy, labour and childbirth in Belgium [43] as
well as internationally [44] it was decided not to exclude them from the
MidProQ version II.
Some limitations of validity studies should be noted. As the feed-
back from the experts is subjective, our study is vulnerable to potential
bias among the experts. We also recognise the limitations of the Delphi
methodology, as a group consensus does not necessarily produce the
best or correct results and represents expert opinion, rather than in-
disputable fact [27,36]. Nevertheless, the Delphi method is widely ac-
cepted in validation studies in health research [27]. Another potential
limitation is that this type of study does not necessarily identify content
that might have been omitted. To minimise this, limitation experts were
able to suggest other items [28].
As our instrument is based on the European legal framework of
midwives’ responsibilities, it has the potential to advance research in
Europe in the domain of maternity care culture. Although the legal
framework is the same across Europe, some countries might have dif-
ferences in legislation and organisation of maternity care, meaning that
the MidProQ component constructs may vary from one culture to an-
other [45]. However, the increasing demand for cross-cultural com-
parisons in the international setting and the use of valid and cultural
adapted instruments is stronger than ever [46]. To obtain reliable re-
sults, stringent back-translation and validation for the local context is
necessary. Therefore the evaluation of the use of MidProQ in other
countries is highly recommended for future cross-cultural research
[47].
Conclusion
We have developed a valid instrument that can help determine
women’s preferred HP for an uncomplicated pregnancy, labour and
childbirth and their knowledge about midwives’ legal competences. The
MidProQ can oﬀer valuable insights into the maternity care culture of
(prospective) maternity users in Belgium.
Designing and delivering maternity services in which women’s
voices are heard is essential and should be recognised as a key indicator
of safe and quality care. As we contemplate the future of maternity care
in Belgium, it is crucial that we understand the preferences and
knowledge of the next generation of maternity care users. Maternity
services must be women-centred and responsive to women’s’ needs and
Table 4
Face validity index.
Received answers Relevant (rating 3 or 4)
n
Not relevant (rating 1 or 2)
n
Face Validity Index Interpretation
Does the instrument realises the research objectives (round 1) 9 8 1 0.89 Appropriate
Does the instrument realises the research objectives (round 2) 6 6 0 1.00 Appropriate
Table 5
Characteristics of the lay experts.
Lay expert ID Characteristics
Age category (years) Education level (highest completed education) Parity
15–19 20–29 30–39 40–44 No education/Primary education only Secondary education Tertiary education 0 1 2 ≥3
1 X X X
2 X X X
3 X X X
4 X X X
5 X X X
6 X X X
7 X X X
8 X X X
9 X X X
10 X X X
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preferences [48]. By identifying knowledge deﬁcits on the competences
of HP’s in maternity care, we may have the opportunity to inﬂuence
future decisions [7]. Eﬀorts to change maternity care systems must
consider how the cultural embeddedness of women's preferences can be
countered [10]. As midwife-led care has been proven to be cost-eﬀec-
tive, aﬀordable and sustainable, it is pivotal that we identify women’s
preferred HP for an uncomplicated pregnancy, labour and childbirth.
These insights can oﬀer valuable information to women’s groups and
health authorities that wish to familiarise the public with the im-
portance and added value of midwifery care.
The MidProQ will be of special use in a ﬁeld that has a scarcity of
valid instruments to explore women’s preferences for and knowledge of
maternity care culture. Moreover, this instrument can be of great value
in identifying knowledge gaps and improving the knowledge of the
general population about the midwifery profession and maternity care.
Finally, the MidProQ may improve research in the domain of maternity
care culture, scale up midwifery and facilitate a more women-centred
care in Belgium and internationally.
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